While EHRs enhance documentation, make visits more efficient, 2 reduce medication errors, and allow providers to track and manage their entire patient population, some physicians harbor reservations about potential unintended consequences of EHRs, including a possible increased risk of adverse events. 3, 4 Given the potential of EHRs to reduce adverse events and health care costs, the question of whether EHRs reduce the risk of malpractice lawsuits is a logical one. Malpractice claims are associated with harm to patients and are financially costly. 5 Actual and feared malpractice claims may contribute to rising health care costs owing to the practice of "defensive medicine." 5 Risk factors for medical error and resultant malpractice claims, including poor communication between providers, difficulty in accessing patient information in a timely manner, unsafe prescribing practices, and lower adherence to clinical guidelines, may be ameliorable by health information technology. The high quality and availability of proper documentation in EHRs may increase the likelihood of successful defense against malpractice claims.
Our prior work has shown a lower rate of paid claims among Massachusetts physicians using EHRs. 6 That study was limited by imprecision in the temporal relationship between EHR adoption and paid malpractice claims. Available data also did not allow us to determine whether the actual rate of claims was reduced among EHR-using physicians or whether the reduction was attributable to proportionately fewer claims leading to payment. Therefore, we undertook this follow-up study.
Methods.
We merged closed-claims data from a major malpractice insurer in Massachusetts for physicians covered from 1995 to 2007 with data from surveys administered to a random sample of Massachusetts physicians in 2005 and 2007 (response rates, 71% and 79%, respectively), comprising a final sample of 275 and 189 physicians, respectively. Survey methods are described elsewhere. 7 Because physicians in the sample were insured for different durations and used EHRs for variable amounts of time, the number of insured years was calculated for each physician before and after EHR adoption. We used Poisson regression to determine whether EHR use was associated with malpractice claims, modeling the rate of malpractice claims per year in periods with and without EHRs and adjusting for clustering by physician. We used the generalized linear mixed models version of Poisson regression to account for correlation between periods. (Table) ; 49 of these claims were related to events occurring before EHR adoption, and 2 were related to events occurring after EHR adoption. The use of EHRs was associated with a lower rate of malpractice claims, with an estimated relative risk of 0.16 (95% CI, 0.04-0.71).
Comment. We found that the rate of malpractice claims when EHRs were used was about one-sixth the rate when EHRs were not used. This study adds to the literature suggesting that EHRs have the potential to improve patient safety and supports the conclusions of our prior work, 6 which showed a lower risk of paid claims among physicians using EHRs. By examining all closed claims, rather than only those for which a payment was made, our findings suggest that a reduction in errors is likely responsible for at least a component of this association, since the absolute rate of claims was lower post-EHR adoption.
Unmeasured factors may, in part, account for the apparent 6-fold reduction in malpractice claims attributed to EHRs. For example, physicians who were early adopters of EHRs may exhibit practice patterns that make them less likely to have malpractice claims, independent of EHR adoption; these early adopters contribute a disproportionate amount of time in our analyses, favoring an effect of EHRs on reducing malpractice claims. Furthermore, other interventions may have occurred concurrent with EHR implementation that could account for some of the observed reduction of malpractice claims attributed to EHRs.
Our study featured a long observation period, during which many of the practices adopted EHRs, enabling a pre-post assessment. Generalizability may be limited, as participants included only those physicians in Massachusetts who were affiliated with Harvard Medical School, Boston, and who were covered by 1 malpractice insurer (CRICO/RMF [Controlled Risk Insurance Company/Risk Management Foundation]). The short period after EHR adoption may have limited our ability to ascertain whether claims that are more delayed (eg, missed or delayed diagnoses) are affected by the use of EHRs.
While this study includes only a small number of post-EHR claims, it suggests that implementation of EHRs may reduce malpractice claims and, at the least, appears not to increase claims as providers adapt to using EHRs. The reduction in claims seen in this study among physicians who adopted EHRs lends support to the push for widespread implementation of health information technology. The investigators reported that the risk of long-term opioid use is greatly increased when prescribed in the first 7 days following a low-pain short-stay surgical procedure and suggest that "longterm postoperative analgesic use may best be addressed by preventing its initiation." 1(p428) We wonder if these conclusions can be wholly justified based on the figures presented and whether the problem of chronic postsurgical pain may be more significant than the authors suggest. It has been shown that the incidence of moderate to severe pain 24 hours after cataract surgery may be as high as 6.8%, and after laparoscopic cholecystectomy, 57.1%.
2 This is certainly not low-pain surgery. The authors' figures show that most patients undergoing cataract surgery do not need further analgesia, but there is a group of patients who need pain relief in the subsequent week. It has been shown that pain at 24 hours may be much worse than immediately after the procedure. 3 Rather than overprescribing analgesia in the first week, are we underestimating the pain of cataract surgery and putting patients at risk of chronic postsurgical pain at 1 year?
The authors state that if chronic postsurgical pain were a significant factor, they would expect the risk of longterm analgesic use to be higher for laparoscopic cholecystectomy compared with the other groups studied, which was not the case. However, those undergoing laparoscopic cholecystectomy received more opioids in the immediate postoperative period than those undergoing cataract surgery (65.3% and 4.9%, respectively), so perhaps their acute pain was better anticipated and treated, decreasing their risk of progression to chronic pain.
We support the broad concept of monitoring and reducing the long-term use of potentially harmful analgesics but believe this should be balanced by the understanding that inadequate treatment of pain in the elderly population can cause unnecessary suffering, delayed recovery, and adverse pathophysiological effects such as cardiac ischemia. 4 Furthermore, persistent postsurgical pain may cause a loss of function and mobility and have deleterious psychosocial effects. 5 While taking into account the potential adverse effects of long-term analgesic use, we stress that the emphasis should be on targeted multimodal pain therapies in the immediate postoperative period in order to decrease the requirement for long-term analgesic use.
When it comes to perioperative analgesia, it is not a question of "less is more," but "the correct amount is the right amount." 
